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Abstract

Legislation that supports the establishment of Accountable Care Organizations (ACOs) was recently enacted
into law as part of the Patient Protection and Affordable Care Act, and in 2012 the Centers for Medicare and
Medicaid Services will begin contracting with ACOs. Although ACOs will play a significant role in reform of the
U.S. health care delivery system, thus far, discussions have focused exclusively on the coordination of con-
ventional health services. This article discusses the potential engagement of the complementary and alternative
(CAM) workforce in ACOs and the foreseeable impacts of ACO legislation on the future of U.S. CAM services.

Introduction

One of the fundamental problems of the current U.S.
health care system is that practitioners lack responsibil-

ity for population health outcomes and health care spending.
The need to design a health care delivery system that en-
courages practitioner accountability1 is now well recognized
among policymakers, payers, and other stakeholders. Con-
ceptually, a health care delivery system that promotes prac-
titioner accountability is promising2,3; however, the ‘‘how to’’
of designing accountable care systems is seemingly complex,
and the image of what accountable care may look like con-
tinues to evolve as discussions unfold.

The extreme diversity of health care systems, stakehold-
ers, and health care needs across the United States only
adds to the confusion of how to best design accountable
care systems. It is becoming evident that the practitioner
partnerships that comprise Accountable Care Organizations
(ACOs) will likely vary considerably from region to re-
gion.4,5 ACO participants will share incentives to improve
health care quality and population health while controlling
health care spending.1 Despite uncertainty as to how ACOs
will work, who will be involved, and exactly how payment
incentives will be structured, health care reform legislation
enacted last March as part of the Patient Protection and
Affordable Care Act supports ACOs and, in 2012, the
Centers for Medicare and Medicaid Services will start
contracting with them. Beginning with payment reform for
Medicare, ACOs will likely shape the way other health care
insurances operate.

Previous discussions regarding ACOs have focused ex-
clusively on conventional health services. As ACOs begin to
take form, there will need to be serious consideration re-
garding which ancillary health services to include or exclude.
As a result of strong public demand, there remains a rela-
tively large and ready U.S. workforce of complementary and
alternative medicine (CAM) practitioners that could poten-
tially assist ACOs in achieving their specific primary care
aims.

In this article, the potential involvement of CAM practi-
tioners in ACOs will be explored. This is a critical time for
the U.S. health care system, and, as discussed herein, an
important time for CAM professions to consider how they
might fit into an ACO era.

The Supply and Demand of Common CAM Services
in the United States

Now that it has been nearly 2 decades since the seminal
studies on U.S. CAM were published,6,7 CAM services have
fallen off the radar among many health services researchers,
policymakers, and payers who were initially interested in
CAM. Nevertheless, recent surveys continue to demonstrate
the substantial demand for CAM services,8,9 and consequent
to this demand there continues to be a relatively large supply
of U.S. CAM practitioners.10–13

Estimating the national supply and demand of CAM
practitioner services is a challenge due to the extreme di-
versity among CAM providers and newly emerging mo-
dalities that make it difficult to consistently define what
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constitutes CAM. In addition, low barriers of entry into the
workforce among some forms of CAM such as massage
therapy make precise enumeration of CAM supply impos-
sible. In the United States, the most common CAM practi-
tioners are licensed acupuncturists/practitioners of Oriental
medicine, chiropractors, massage therapists, and naturo-
pathic physicians.8 According to the authors’ conservative
estimates from 2006 and 2007 data sources, there are at least
180,600 CAM practitioners in the United States (approxi-
mately 8 CAM practitioners per 10,000 adult capita) (Table
1). Given that there are approximately 940,000 physicians
(*300,000 primary care physicians and *600,000 special-
ists), it suggests that the CAM workforce is relatively large
in comparison.14 With the exception of naturopathy, most
states now license CAM practitioners,12,13,15 and payment
sources are provided by a mix of self-pay, private, and public
payers (although most expenditures are out-of-pocket).16

How consumers value different health services is reflected
by utilization and expenditures, which in turn are affected by
access to care. There continues to be strong support for CAM
practitioner services when compared to other health services
(Fig. 1). Our estimates generated from the 2007 Medical Ex-
penditure Panel Survey (MEPS)17 and the National Health
Interview Survey18 are that *20 million adults are regular
users: 202 million visits are made annually to CAM practi-
tioners at a cost of over $14 billion (Table 1).

CAM Practitioners’ Potential Involvement in ACOs

Whether or not medical practitioners, policymakers, and
payers personally support CAM, its inclusion or exclusion
from national health care reform efforts such as ACOs will
have direct and indirect consequences.

It is anticipated that CAM practitioners will be one of the
following: (1) excluded practitioners, (2) partially partici-

pating subcontractors, or (3) fully participating practitioners
and included as ‘‘shared-savings’’ constituents in ACOs (Fig.
2). The level of involvement will affect payment, professional
regulation, care coordination, and health services utilization
(Table 2). Exclusion of CAM services from ACOs would

Table 1. National Supply and Demand of Common Complementary and Alternative

Medicine Practitioner Services

Total U.S.
practitioners

Practitioners
per 10,000

capitaa

No. of U.S.
states that

require
licensure11,12,15

Total U.S.
adult users,

millions
(%)b

Total U.S.
adult visits,

millionsb

Total
expenditures,

billions
(2008$)b Payment sources

Acupuncture/
Oriental
medicine

25,000 + 12 1.1 42 3.1 (1.4) 7.7 0.8 Most out-of-pocket,
Medicaid (7 + states),
& some private

Chiropractic care 52,00011 2.3 50 12.0 (5.3) 96.1 6.9 Medicare, Medicaid
(33 + states),
& private

Massage therapy 100,000 + c 4.4 43 18.1 (8.0) 95.3 5.1 Most out-of-pocket,
some private

Naturopathy 360,013 0.2 15 0.7 (0.3) 3.2 0.3 Most out-of-pocket,
Medicaid (1 + states),
& some private

Total 180,600 8.0 202.3 14.2

aCalculations based on estimated 227 million U.S. adults: U.S. Census Bureau, American Fact Finder. American Community Survey. Online
document at: http://factfinder.census.gov/ Accessed October 5, 2010.

bCalculations based on the authors’ calculations from both the 2008 Medical Expenditure Panel Survey (chiropractic care) and the 2007
National Health Interview Survey (out-of-pocket payment for acupuncture/Oriental medicine, massage, and naturopathy); 2007 data were
converted to 2008 dollars using the consumer pricing index for professional medical services. U.S. Department of Labor. Consumer Price
Index. Online document at: www.bls.gov/cpi

cEstimate based on professional membership in The American Massage Therapy Association and The Association of Bodywork and
Massage Professionals.20

FIG. 1. Self-reported health services use in previous 12
months per 100 U.S. adults according to the 2007 National
Health Interview Survey.18 CAM, complementary and
alternative medicine. Numbers represent the total number of
adults out of 100 who reported consulting the provider-type
in the previous year.
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likely drive CAM entirely into a free market economy as
future private health care reimbursement will be based on
the ACO framework that will begin with Medicare reform.
Conversely, if CAM practitioners become full participants,
especially in light of the shared-savings incentives, CAM
would become highly integrated with conventional health
services.

There will likely be variation in the type of services selected
for inclusion and exclusion among specific ACOs. Within the
three possible levels of participation, the extent to which
ACOs select CAM services will be dependent on the flexibility
of federal policies. The future policies that dictate how ACOs
will be structured and function are, according to the Patient
Protection and Affordable Care Act legislation, left largely to
the Department of Health and Human Services. The devel-
oping empirical evidence on both cost and efficacy of CAM
from ongoing research activities funded primarily by the
National Center for Complementary and Alternative Medi-
cine at the National Institutes of Health will likely help inform
which CAM services might be included in ACOs.

Impact on care coordination

Authorities have argued for the establishment of a strong
primary care model such as the ‘‘patient-centered medical
home’’ (PCMH) within ACOs.19 The PCMH would create a
strong primary care system to help manage chronic disease
and control costs, while ACOs might encourage providers to

work more collaboratively across the continuum of patient
care to improve population health and control costs. Exactly
which providers are incentivized to collaborate appears to be
up for debate.

Despite the alternative broad-based approaches to health
that some forms of CAM take, the vast majority of CAM
visits are for common musculoskeletal conditions such as
neck and back pain,20,21 which perhaps not surprisingly are
some of the most common conditions primary care providers
see in their offices.22 And CAM patients don’t typically in-
form their medical practitioners of their CAM use.6 Con-
sidering this overlap and lack of care coordination, inclusion
of CAM providers in PMCH and ACO initiatives might both
improve coordination and reduce service duplication, much
more so than inclusion of other ancillary services such as
dentistry and optometry, where overlap with traditional
medical services is limited.

Impact on health services utilization and spending

In order to anticipate the effects of health care reform on
health care consumer behavior, the perspective of the health
care consumer needs to be considered.23 Beyond conforming
to popular interests, the inclusion of CAM practitioners in
ACOs has potential to impact utilization and spending on
health services.

While the estimated $14 billion spent on CAM practitioner
services may seem large, especially when we consider who

FIG. 2. Potential effects of
exclusion, partial participa-
tion, and full participation of
complementary and alterna-
tive medicine (CAM) practi-
tioners in Accountable Care
Organizations.

Table 2. Select Influential Complementary and Alternative Medicine Professional Organizations

Organization Website

Acupuncture/Oriental medicine
American Association of Acupuncture and Oriental Medicine www.aaaomonline.org
National Acupuncture Foundation www.nationalacupuncturefoundation.org

Chiropractic care
American Chiropractic Association www.acatoday.org
International Chiropractors Association www.chiropractic.org
The World Federation of Chiropractic www.wfc.org

Massage therapy
American Massage Therapy Association www.amtamassage.org
Associated Bodywork & Massage Professionals www.abmp.com

Naturopathy
American Association of Naturopathic Physicians www.naturopathic.org/
American Naturopathic Medical Association www.anma.org/

General complementary and alternative medicine/integrative medicine
Integrated Healthcare Policy Consortium www.ihpc.info/
Academic Consortium for Complementary and Alternative Health Care www.accahc.org/
Consortium of Academic Health Centers for Integrative Medicine www.imconsortium.org/
The Institute for Integrative Health www.tiih.org/
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will pay for CAM services in the future, it is a small fraction
of total national health care spending. Interestingly, analyses
of the inflation-adjusted amount spent per visit to CAM
practitioners suggests that spending per visit on CAM does
not appear to have changed over the last 10 years, unlike
expenditures on medical services.24 This suggests that some
CAM services are immune to rising health care costs, or it
could also be argued that CAM operates in more of a free
market than the conventional medical sector (because of less
government influence, heightened competition between ser-
vices, more entrepreneurial activity, and a greater proportion
of cash payment). The price of CAM services may therefore
be more balanced with what consumers are willing or able to
pay, unlike medical services for which payment is through
third-party intermediates. Interestingly, cash-based health
services appear to have been more affected by the 2008–2009
U.S. economic recession.25 Complementary and alternative
medicine services are typically less technology-based inter-
ventions that function in more of a self-regulating free mar-
ket than the conventional health care sector.

Assuming relative stability in the number of visits per
user, which would be more likely if CAM practitioners were
part of the ACOs shared-savings payment system, CAM
services could potentially help slow rising health care
spending despite the initial upfront investment to cover the
services. As ACO spending will be compared to benchmarks,
inclusion of CAM providers might help control spending by
being more resistant to cost increases per unit of care and
potentially replacing more expensive interventions, thereby
benefitting ACOs.

Conversely, given that most CAM users currently seek
CAM to complement their medical care,26 making CAM
more accessible by including CAM services in ACOs could
also encourage more simultaneous health services use and
increase spending further. However, it is difficult to forecast
the short-term and long-term effects, as they are dependent
on whether CAM services are used simultaneously, or in
place of more costly medical care.

Exclusion of CAM from ACOs could have very different
indirect effects. The establishment of ACOs will shift medical
services away from a fee-for-service toward a population
health model and employ incentives that discourage unnec-
essary testing and treatment. In the eyes of the health care
consumer, this could be perceived as rationing care, and
consequent help-seeking behaviors could paradoxically
drive increased consumption of CAM practitioner services in
a fee-for-service payment model. Such a scenario could in-
directly raise health care costs and further fragment care.

Considerations and Challenges for Policymakers

If policymakers pursue integrating CAM services into
ACOs, there exist a number of considerations and challenges.
Many of these remain unanswered questions as most CAM
research to date has focused on the mechanisms behind
CAM rather than on health services delivery and integration.
Among these, a few pertinent issues are highlighted that
policymakers will need to consider.

Diversity of CAM practitioners

The overwhelming majority of CAM remains a ‘‘cottage
industry’’ in the United States and, consequently, there exists

considerable variation both within CAM professions and
between CAM professions. The expansive diversity of CAM
services may appeal to many different personal and health
belief systems, yet it creates a substantial barrier to inte-
grating CAM practitioner services with predominately
medical initiatives such as ACOs. Certain CAM practitioners
and services will likely be more suited to provide services
within the ACO framework than others. While there may be
no formal way to identify CAM practitioners more likely to
integrate well with medical practitioners in ACOs, providing
reimbursement flexibility to encourage ACOs to experiment
with CAM providers may be beneficial. In many ways, a
medical-CAM ACO that collectively shares savings would be
self-regulating, as the shared goal would incentivize collab-
oration and a mutual thirst for uncovering cost-effective and
efficient care pathways.

Who provides CAM best?

A significant barrier to integration of CAM services is that
the lines that differentiate modalities do not necessarily co-
incide with professions. Over the last 2 decades, there has
been growing interest in CAM among medical students27–29

and, consequently, a growing number of medical practi-
tioners provide CAM.30 Whether to engage a CAM practi-
tioner or offer a CAM service provided by a medical
practitioner in an ACO will need consideration. From a
population health perspective, the most obvious solution is
to include the practitioner that providers the CAM service
most effectively, efficiently, and safely. However, there are
few empirical studies that compare relative effectiveness,
efficiency, and safety of CAM modalities provided by dif-
ferent practitioner types.

CAM as primary versus specialty care

On one level, given the ‘‘whole person’’ approach adop-
ted by many CAM professions and the considerable overlap
in conditions commonly treated by CAM practitioners and
primary care providers, CAM may fit squarely into primary
care. Nevertheless, among the forms of CAM currently re-
imbursable by private and public payers such as chiro-
practic care, these services are viewed as specialty care. As
CAM professions become involved in the ongoing health
care reform debate, deciding whether specific CAM services
have any role in primary care such as PCMH or are more
congruent as specialists in the broader ACO will be a
challenge.

Considering that musculoskeletal conditions are the most
common conditions treated by both CAM practitioners and
primary care providers,21,22 CAM providers could play a
potential role in primary care offices and help relieve the
primary care workload. The authors believe there is a need
for research regarding the integration of CAM providers
into primary care settings such as PCMHs and clinical
microsystems.31,32

Luxury versus necessity care

Reasons for CAM use may vary, but generally CAM is
used to complement medical care for either general health or
as a modality to treat a specific illness.26,33 Interestingly, a
recent qualitative study found that CAM users view CAM
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either as a form of treatment for a health condition or as a
luxury service.34 Unless long-term benefits of CAM use for
general health are proven empirically, CAM use for general
health in ACOs will be controversial. Cash-based payment
for use of CAM as a luxury service is most appropriate;
however, to the degree CAM modalities can be demon-
strated to be effective at promoting health, they might be
considered to be private and public reimbursable services.
Should CAM practitioner services become involved in
ACOs, monitoring appropriate use will likely be a consid-
erable challenge, but may bring more discipline and science
to the CAM field.

A Call for Collaboration Across Complementary
and Alternative Professions

As policymakers, payers, and stakeholders come together
to discuss ACOs, the authors believe CAM professions will
have a louder voice as one large group. There are a diverse
number of professional organizations both within and across
CAM professions (Table 2) that united could influence
adoption of CAM into national health care reform efforts
such as ACOs. Conversely, should CAM professional orga-
nizations continue to act individually, increased competition
between CAM professions might preclude their participation
in reform efforts.

The U.S. health care system is now positioned for sub-
stantial change; at the center of reform is a health care de-
livery system that promotes practitioner accountability for
population health outcomes, care coordination, and the
control of health care spending. Considering the strong de-
mand for CAM and the relatively large CAM workforce,
CAM practitioners could become active participants in
ACOs, especially if professional organizations combine ef-
forts. Although there is considerable uncertainty pertaining
to the design of ACOs, who will be involved, and which
services will be included, should CAM practitioners and
professions fail to get involved in the discussion now, they
may not have the opportunity later.
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